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Chapter 1 
INTRODUCTION 



S« d r»So er ,J 9e 6 W " h W ° rti ^ -'Sirs!?! Tis-pr^ecJeS 
Sorki* i!th^I ll 6 ^ 6 " ° f a " two -P^ont families Sill have 

o??J^ k Due to thls transformation of the work force 

£3 Se a i r ?- D "„!;? COme 3 Vltal fact ° c , in ^ ooontry.. ecoSo*/. 0 ™ 

' Tre SS°7 i ?r o | f ?I^ i y W F? eS " ,arrle<i t0 Air Foree members" 
outside the home while famil ; es ' « P^=ent of spouses work 

employed. As a qrouo the P ^?^' ° f ? nlisted s P""=<=s are so 
mulh youn^^tnan'those"? ne^efsoc ^ >h" 
EE^iS lu^"^^ * ^ £ "ears^d 

of the ch,ldren of X^S^"!^ J 1 

wa, Sevefopea oyTarouo oil? 2??'^*' " , " t ?' " y 

neeo,^ !£l 0? ^ cM^arfeenters" e fne^"' " 

chilSr2^ r l^ y : d3y Ca ^ e cente " do not provide caro for ill 

is placed in a str^fni ! 5'* nel ? nbors ' <»r a nonworking spouse 
situations, stress and anxiety result. 

anxioSrStale? ^^."SSlSJi^J ? f an emplo ^ e ^ » h ° - in an 
upon to care for .EE 2hiiS 2f5 aVe n ?, one ^ can rely 

falsely claim to t sic^L^I u dU tneir em Pl°yer and 

home, and take Sre'o? ?ki£ silk chifS that ^ V Can stay at 
of productivity and effieffn™ \ ?k * , In „ addltion to the loss 
deception and guilt E "rfXSd net^L^^ Pla - Ce ' the burden of 
employer. Absence f"m wbrk maS te ult ^1°*** the 
income, promotion, ^r^^^^ ti ^ 1 ^^ ^sing 

pareSr r am?i r £:. C £ he C n hl a? r L n as 8 oS^S??? ? ""J f m °^ 
to stay with the child as it lS f? , s Qrced to miss WQ1 * 
While one in f^e mothers (3. J i 9 n Parent h bt - d winners. 
from a one-parent famllv ««Zk~ i ' ln tne labor force is 
also affected"?* Y ' m ° thers from two-parent families are 
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of •t^pSlS! #: iri5 ft ?iS 1 i #Cted 1° SUPP ° rt the e *^tence 
estimated ?h*?«i VL . 19 ?° Cor P° ra te report, Honeywell 
the Jeed fo^h?M P ° ent ° f em P loVee absenteeism was due to 
survey 1Ue bv jll SmI care of - si <* children. 26 A 

Daycare 2nd Ch?S Sv^obLn^T' E ^ cuti ^ e Erector, NationaJ 
employees use a naloriti £J ?£ Council, indicated that women * ' 

children a? hoSe??3 i^ 0 ?dina e ^ ? W " ^ d3yS C3ring for 111 
absenteeism is 5 2 daif of 9 *V Vonne Hanson, labor force 
year for ^emaLL'^'^^^^^ff h m f les and , 5 -9 days per 
ia probably due to the female ZTrtlJ m3le and female rates 

for oare of , sick children Alic- f J ass " min ^ ™°re responsibility 
Children's Service!!, has sta^d thJ I"' ° lrector of Berkeley 
due to illness range from ^2 abs ^e rates of children 

- care settings. 1« 25 P ercent a day in group child 

MN areV ^Mi 1 ? Care SerVi " S ' in the Minneapolis, 
taken in the past ylar to bar* f " man y sick days they had 
percent had taken lttl £.2 3 S1Ck child - 22 feighty-three 

One-third used l2ss ?han In L P3ld d3 £ S ° ff for this Purpose, 
child, care while one-to^rtS SlSTS °f their Sick leave * or sick 
was Spent taking e7 c n 3lm ° st 5±I of their sick leave 
dents used some* vaclti™ time for K-?r thlrd ° f the reSpon - 

implications for Personnel s P ec?altsts ^tTi* UhiS ^ V ? 3VG 
as relaxation time). More than half nf ?k develo P vacation time 
their children typically nl ™2 ^ J^f P«™nts stated that- 
year because children were too ill to attend? V ^ PGr > 

needfas^sme^ S^^E lllf™ ^ 3 ™^ 

Assistance Corporation. Their 19?? i5 X S T ™"ing and Technical , 

Our Children- ^n^unpublisned'documenU V S E ™? d in " Care *°* 
the working parents surveyed had n« 15 . Eighty-three percent of 
care of sick children Thlt 2??k ade * uate solution for the 
or left their iiik cMld at-home a7 St3yed 3t home with the child ' 
parents stated that their chnSren 3 ° r - W j th 3 sibli ^' The 
Per school year. , The authors eH? tl ck 3n ave «ge of 5 days 

were lost in B*rkelev alnno „ est ^ mated that 10,000 work days 

for employers?^%^ e Lhlrfor C ?a n mh\ t ^ ti l n ra eCOn0miC ? robl ? n 
jeopardy to -the employment of women!^' SOUrCe ° f S ° riOUS 

State licensing requlation* • * ^ 

seem to assume that there win hit Z° llClQ * °J day care centers 
for a child -who becomel lick at the JentPr ? ^ t0 C3re 
are at work along with the dadl t center. Not so; most moms 
sent home from • eeJffr !» If ? or every sick ch il d who is 
work to cerS for that chiJS^ ?J° y ^ must take time ° ff f ™m 
familie. whS lack an" extended f Si? 1 15 especiall y fc ™e in military 
provide for emergency child care Y SUPP ° rt netW ° rk Which could 
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Job pressures may lead parents to attempt 'to leave a child J 
at a child care center even though the parent knows the child 
is ill. In addition, some mildly ill children a-re not receiving 
adequate medical attention because the medical facility available 
"to them may provide health care only by appointment during the 
routine working day. Parents then tend to use the hospital 
emergency room at night for what is, in reality, a mild illness. 
This creates a system whereby the medical personnel are irritated 
with those parents bringing routine illnesses to the emergency 
room for treatment and angry with the child care center for 
requesting a note stating that the child has been treated. The 
chasm between parent, physician, and child care center then grows 
larg er. 



According to Peters, the health component of a child care 
program should begin with a definition of health and with measures 
to prevent illness. 24 a support 'system between the parent, child, 
center, and medical professional needs to be created. When 
parents are made more aware of the center's rules regarding 
screening policies, they will make fewer attempts f "sneak" a 
sick Child past the front desk. However, being aware of and 
following rules will not reduce stress and frustration to families 
when' a child is ilj. There continues to be a significant, unmet 
need for sick child care. 
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Chapter 2 

SURVEY INFORMATION 

' ^ The 1981 Air Force Child Care Center Survey dealt, in part, 
with what guidelines are actually -used for restricting ill 
children from attendance in Air Force child care centers.' These 
data were analyzed. to increase understanding of the issues related 
to the care of mildly ill children in Air Force child care centers. 
The survey was mailed to 124 Air Force installations, ofr which 123 
responded. Interpretation of the* survey answers was difficult 
because the bases varied in their definition of "ill children." , 
In analyzing the results, the responses were grouped for purposes 
of summation. Information was obtained from the respondents on 
the following questions: 

\L. "How many children per day are denied service because 
they appear to be ill at the time of entrance?* 

NO. CHILDREN DENIED SERVIcfc 

?ER DAY* NO. BASES REPORTING 

1 per, day * ,54 

1-2 per day V 49 

3-4 per day 7 

5 or more per day 6 

No response 7 

* o 

2. "On an average day, how many children are sent home 

during their stay because they appear to be ill?" 

NO. CHILDREN SENT HOME . . 

PER DA Y - NO. BASES REPORTING 

1 per day 3 5 

1-2 per day 66 

3-4 per day 16 

5 or more per day 1 

No response * 5 

3. "What general guidelines (i.e., temperature of 101°F, 
diarrhea, etc) do you follow in restrictinq children wic£h illnesses 
from the center?" 

a.» Temperatures ; 

TEMPERATURE AT" WHICH CHILDREN 

ARE RESTRICTED NO. BASES P^STRICTING 



99.6*P » 47 

100°P * 37 

101«F 27 

102°P '2 

No response 10 



It should be noted that centers did not mention the method 
used for -obtaining the above temperatures (i.e. r oral, , rectal, 
or axillary). NOTE : Temperatures regarded as within^a normal 
range may vary mbre than 2°F, depending upon the method ueed. 

b. Upper Respiratory Infections (URI) (includes colds, 
discharging nose r coughing r ear problems, sore throat I: Fifty- 
seven Bases (46 percent) restrict children with URI*. 

c. Gastrointestinal (GI) Conditions (includes flu, 
diarrhea, vomiting, stomach pains) One hundred and, two bases 
(83 percent) restrict children with GI conditions. 

* d. Eye Conditions - ( includes pink eye, watery eyes,* 
discharging eyes): TKirty bases (24 percent) restrict children 
w%th eye conditions. 

e. Skin Conditions (includes sores, rash, ringworm, 
impetigo, scabies, mites, lice): Eighty-four bases (68 percent) 
restrict children with skin conditions, 

t. * Needing Medications : ^Eleven bases (9 percent) restrict 
children who need medication. * 

g # I Communicable Disease s (includes measles, mumps, chicken 
pox, pinworms) : Thirty bases (24 percent) restrict children 
with communicable diseases. 

h. Visible Sign's of Illness : thirty bases (24 percent) 
restrict children with visible signs of illness. 

i # Miscellaneous (includes convulsions, lethargy, 
irritability, headache, drowsiness, casts, switches, orthopedic 
equipment, hepatitis, -abnormal behavior change, uncontrollable 
behavior, retarded): Twenty-five bases (20 percent) also restrict 
children for one or more of the reasons in the miscellaneous 
category. 

Some bases Sent brochures along with their survey which s indicated 
their criteria for restricting children with illnesses. When 
these brochures were included with the survey, they were also ^ 
used in compiling the data for this report. 

Although the survey did not deal specifically with readmission 
policies for' ill children, some centers addressed this issue via 
the survey questions or the brochures which were provided. There 
appears to be little consensus regarding readmission policies 
or the length of absence required for a mildly ill child. Some 
centers require a physician's release before a child can be 
readmitted. Others' require that a child exposed to a contagious 
disease not be readmitted for the duration of the incubation 
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> period, which may vary from 1 to 28 days. Some child care centers 
will not give medications, thus usually eliminating readmission 
for children receiving antibiotics for ear infections, strep 
throat, etc* In Instances of .diarrh.ea, vomiting, or fever, 
readmission often was dependent on absence of symptoms for 24* to 
48 hours. 



In conclusion, there appears to be wide inconsistencies at* 
k the present time as to wifcat constitutes an ±11 'child in Air Force 
child care centers and the policies followed in admissipn and ' 
readmission of children who hiave had a mild illness. 



Chapter 3 
STATE' LICENSING REGULATIONS 



The "Comparative Licensing Study" ( 1978), 9 a -compilation of - 
state day care licensing requirements, was reviewed ft© ascertain 
how states restrict the admission of ill children. The categories 
pertinent to this study are as follows: 

* * • ' • * ^ 

* *' -Daily Illness Sjgreenln£. ..Thirty- four states require 
a daily illness screening. NTne^of these states specify that 

I 6 K"?S! Ct l°?,? e done bT a P erson l\nowledqeable about the symptoms 
of childhood illnesses. N . 

_.. b * ' Te ">Pora ry Isolation and/or Removal of m Children. 
Thirty states require temporary isolation and removal of ill- a 

£?" £°T th ! child car * fac i!ity- lairteen states require 
isolation but .not necessarily removal of i;i children. The ' 
licensing regulations of Alaska and Washington state that ill 
children need not be discharged home as a routine policy, but may 
be cared for during, minor illness at the discretion of the parent 
and operator. Pettygroye reports* the Minnesota Department of PubHc 

7lif?SM; PllCltly - P ; 3 ™ lt8 Care ° f Sick chi1 *™" fnWly and group 
family day care and does not prohibit care of sick children in 
centers.* 0 • , 

The Pennsylvania regulation States: * 

When a facility allows admission of ill children, a 
plan for care of such children shall be arranged with 
the parents to assure that the needs of the child for 
rest, attention, and administration of prescribed 
v medication as applicable, are met.. 

The regulations for Massachusetts and Iowa state: 

The licensee shall maintain a quiet area for mildlv 
ill children. . * 

■ -,■ 

<? 

Administration of Medication . <■ 

8ta * es JjYJ regulations governing the administration 
of medications to children. 

Readmlsslon Policies . 

tZHl* ! tate> h *y e guidelines for readmission "of ill children; 
of. these, four require a doctor's certificate of good health - 
for children with communicable diseases. The other- four states 
require that a reason f or* the child's absence be stated by the ' 
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Chapter 5 % K * 

v 

v fc MODELS FOR CARE OF SICK CHILDREN 

* * ' " * 

Models for care of sick, children were studied to help ' 
identify feasible alternatives for care of mildly ill children 
irt military, child care centers^. 

Bruce Kosanovic divides alternative care p,lans for sick 
children into two basic categories: -CD* those which care for 
ill children in a group setting aj\d(2) those which care, for 
the ill child on an individual basis. 18 -There are several alterna- 
tive care plans -within each .category;. 

* a* Group Care Models : 

(1) "Sick bay" — a "separate room within an existing day 
care program which could care for three or more ill a children. 
The "sick bay" would be staffed by health professionals and would 
probably meet the needs of a large enrollment program of 80 to 
200 children. 

* 

(2) Isolation area — a smaller version of . the "sick bay." 
This plan would have beds for one or two children "nd be staffed 
by a health professional or paraprofessional . It could meet the 
needs of a small to medium program with an enrollment of 20 to 

40 children'. » 

(3) Infirmary — a centrally located infirmary, .staffed by 
health professionals, and shared by several day care programs. 

It could care for 15 to 25 ill children daily. This type of 
service would probably be needed only on a base orr in a community 
with several child care programs. 

(4) Family day care home — a smaller version of the 
infirmary. The home could care for ill children from one or 
more day care centers. For example, a family day care home on 
a base could be licensed to care for a small number of ill 
children; Children too ill to attend the regular child care 
center would go to^the family day home for the duration of 
their illness. 

(5) "On-call" family day care home—a center/program 
staff member would be licensed to provide care for ill children 
withir^that staff persons home either on or off base. 

Group ?care models are best suited for care of mildly ilx 
children, preschool, or older. 
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b. Individual Care Models : 

(1) "On-call" center/staf f-*-a staff member would be "on 
-call" to provide care ^r an ill child at the child's home. When 
this staff member was not being used for sick child* care, he/she 
would, work in the regular child care program. The staff person 
would receive training in the care of sick children, « 

"(2) Community health workers — these trained workers would 
b£ employed by a central agency and would care, for ill children in 
the child's own home. Parents woul^ call a central phone number to 
request care for the following day, ' Community health workers 
might also become a component of an ongoing volunteer proqram sycH 
as the Red Cross, Foster Grandparent, or base chapel activities. 

Individual care models are better suited for care of ill 
children ages birth to 3 ye'^rs or any child with an acute illness 
or communicable disease, , 
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Chapter 6 

PROGRAMS FOR CARE OF MILDLY ILL CHILDREN ( 

Currently operating and former programs foj: care of mildly ill 
children were studied in the search for alternatives for care 
of mildly ill children in military centers. Many individuals and 
programs were contacted r A few programs are now offering child 
cart f(*r mildly ill children. Although each program has unique 
characteristics, they can be grouped into Kosanvoic's Group Care 
and Individual Care Models. Addresses and phone numbers of these 
programs are included in the appendix. 

EXISTING PROGRAMS \ 

. GROUP CARE PLAN 

^ The Albany CA Wheezles and Sneezles is a small group care 
option created by the Berkeley Sick Child Care Program s a 
"satellite 11 to a large child care center. 23 Located in an apartment 
building, the center provides care for children with colds , ear 
infecti-ons, asthma, and others who are on medication «nd need quiet 
and rest before returning to their regular school or day care 
program* A staff member ^described the program as "being geared 
for the child who is at the tail end of his/her illness or is 
beginning antibiotic treatment and waiting out the 24/48 hour 
period before returning to the regular center. ,, A nurse screens 
the children prior to admission to confirm the appropriateness 
of their spending the Jay at Wheezles and Sneezles. Children with 
temperatures over 101°F and/or those with contagious illnesses are 
not accepted. The center has quiet activities available to keep 
the children entertained ana rested during the day. Wheezles and 
Sneezles is licensed as a family day care home and can care for 
six children dally. £ * 

San Anselmo Children's Center, Fairfax CA, has established a 
special room in the child care center to be used for the care of 
children with mild illnesses. 13 This M get well room/ with a capaci 
for five to six children, is available between the hours of 0800 and 
1800. Two trained staff members are on call to work in the "get 
well room." Parents wanting to place their child in the -get well 
room" phone one of the staff members the night before the service 
is desired. The child's illness is discussed and plans are made 
for the following day. (If a child should become ill during the 
day, a staff person may refer him/her to the "get well room.") 

The center recommends that the parent consider staying at home 
with a qhild who is very ill, needs constant bed rest, or has a 
temperature of more than 102°F. Temperatures are taken every 4 
hours and if a child has a temperature rise above 103 °F, shows 
signs of greater letlyrgy, or appears to have becomfe more ill than. 



U 



13 



when he/she arrived r parents are notified. * Meals which are served 
are light, with juices and liquids given high priority. Medication 
is given with parental consent. Daily notes on each child are 
maintained in a permanent ledger in the sick care room. Parents 
are asked to read these notes and initial entry when the child is 
picked up. Parents can phone the center for information on 
their child during the day. .The success of the program requires 
close contact and communication between the parent and the center 
staff. 

si 

San Anselmo Children's Center serves 100 families. Prior to 
establishment of the "get well room," the center operated with a 
family day home concept for care of sick children. One of the 
staff members currently caring for the chiFdren in the "qet well 
room" was a licensed family day home provider and was "on call" to 
care for si,ck children from the center in her/his home. 

INDIVIDUAL CARE PL ANS 

In-home care provided by community health workers is one 
approach that seems to be working in several areas of the country. 
This model gives working parents a resource for home child care 
when their child is ill. Community aqencies provide nonmedical 
home care to children with minor illnesses that preclude a child from 
having contact with other children but do not demand parental 
presence. The agencies do not intend for their service to replace 
the* parent when the child needs the parent to be with them. 

Three aqencies provided extensive information on this type of 
service: (1) The Tucson Association for Child Care. Inc; 2 
(2) Child Care Services, (CCSI), (Minneapolis MN )*; " and (3) 
the Berkeley Sick Child Care Program. 23 As nonprofit corporations r 
the agencies offer a valuable service to parents, day care 
centers, and employers in their respective communities. 

A typical system works as follows: A parent phones the agency 
to request a child health care worker for the next day. The 
director talks with the parent about the child's illness and 
determines what services will be needed. A child health care 
worker is then assigned to the family. One aqency monitors tele- 
phone calls until 2230 r then switches to a machine on which parents 
can leave taped messages. The staff starts matching requests and 
workers at C630 r so parents 1 workdays are disrupted as little as 
possible. 

These programs are using Comprehensive Employment and Training 
Act (CETA) workers whenever possible. Other sources of funds are 
community block grants, community services agencies, the United 
Way, state departments of education, private industry and founda- 
tions, and parent fees. Charges for the services vary from $5.00 
per day to $6.00 per hour, depending on the fee scale and the type, 
of funding of each agency. CCSI estimates the total daily cost of 
providing each CCSI worker is $88.00. 

15 
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The agencies provide an extensive training program for their 
workers. CCSI workers receive 20 hours of training which includes 
Red Cross CPR and first aid instruction, a 4-hour session on 
childhood illnesses, and instruction on administrative procedures 
in suspected cases of child abuse. In addition, 20 hours per year 
of ongoing in-service training is required and provided by CCSI . 
CCSI employees are blanket bonded, but not fidelity bonded. 
Employees are not covered by liability insurance. 

Health care workers employed in the Tucson program receive 6 
weeks of training provided by registered nrrses and other skilled 
professionals. Among the areas coveted are common childhood 
ailments and appropriate care and comfort measures, medications, 
safety, appropriate child activities, confidentiality and privacy, 
and first aid. Each health worker is carefully screened for health, 
honesty, dependability, and loving attitude toward children* 

> The Berkeley Sick Chile} Care Program is an employment resource 
for three sets of job seekers — older women who have raised their 
own families, Aid to Families With Dependent Children (AFDC) mothers 
who have been involved in training related to child care and/or 
health -care, and young workers with associate or bachelor degrees 
in child developm°nt who are entering the job market for the first 
time. Ihese are the types of individuals typically hired to provide 
the sick child service in the Berkeley program. 

With 13 trained workers, the Berkeley Sick Child Care Program 
currently serves over 500 families a year, providing about 10,000 
hours of sick child care per year. The average length of care for 
each child is 3 days. The Tucson Association for Child Care 
provided care for oyer 1,000 children during short-term illness 
in the course of a 12-month period from February 1979 to 
February 1980. CCSI, with five trained workers, was able to fill 
only one out of four requests last winter. 

FORMER PROGRAMS 

Historically, both models of sick child core described by 
Kosanovie have existed in this country. IJono programs have been 
developed and implemented, but no longer provide service- The 
demise of these programs can be attributed to a variety of factors, 
not excluding lack of funding. 

The Wichita KS Child Day Care Association operated an "Indivi- 
dual Care Model' 1 using community child health care workers. Four 
paraprof essionals were trained by the day care association under 
the supervision of a health coordinator. To obtain the service, 
parents phoned the association on a 24-hour hot line available 
through Red Cross. Cost to the parent was on a sliding fee 
scale with a maximum of $7.00 per day* According to Ms Frankie 
Gibson, director, • • this cost was totally unrealistic for the. 
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services provided. "1° The cost of the service to the providers 
was much higher. Th? program 'was for working parents and was not 
limited to children who were regularly enrolled in child care 
centers. The program operated successfully until its CETA funding 
was lost. 

Seven years ago the Mile High Child Care Association in 
Denver CO operated a group care model using a family day c ^ e 
setting for sick children." Family day care homes were established 
with the providers being paid a flat monthly fee whether they had 
one or twenty sick children per month. The providers wore given 
basic first aid training in addition to training in educational 
activities for sick children. The program operated for several 
months with a high rate of success, but was terminated when a 
request for funding from the Department of Social Services was 
denied. 

The World War II child care center at the Kaiser Shipyards in 
Portland OR appears to be the first to have a "sick bay" for 
mildly ill children, 15 The two child care centers at the shipyards 
came into existence in 1943 when studies made it clear that one of 
the most prevalent causes of absenteeism, lateness, and early 
checkouts by women was the problems of child care. The centers 
were industry-based and industry-supported with a capacity tor 
over 1,000 children per center, making them the largest child care 
centers in the world. -An infirmary was included in each center. 
Cubicles isolated the sick children from oach other, but glass 
dividers were used so they could see each other and talk. mo 
infirmaries were staffed with nurses to provide the medical 
attention and teachers to provide in-bed activities for the 
children. Average daily attendance in the infirmaries was 23 in 
one and 26 in the other. This included day and swing shifts. 
The Kaiser child care centers operated from 1943 to 1945. 
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Chapter 7 

RESEARCH ON ILLNESS AN D CHILD CARE 

There have been a few studies on the feasibility of non- 
parental care of mildly ill children, Chang (1981) 
reported on a pilot study which compared home care of mildly ill 
children by parents with care .by trained home workers, 6 Children 
cared for by trained home workers had illnesses of shorter 
duration (median 3,0 days) when compared with episodes of illness 
in children cared for by their parents (median 5.2- days). On the 
basis of this study it appears that care by a trained worker 
during mild illness is a safe and acceptable alternative to 
in-home parent care. 
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The Frank Porter Graham' Child Development £enter, at the 
University of North Carolina in Chapel Hill, conducted a research 
project in which sick children were not excluded from the program. 20 
(NOTE: At the time of the study children with chickenpox and 
measled were excluded.) The children were studied over a 40-month 
period *to determine the frequency and etiology of respiratory 
disease among a day oare population. Maximum enrollment was 39 
children, ranging in age from 6 weeks to 5 years. The center had 
a child/staff ratio of 5 to 1. The staff was carefully selected, 
well-trained, and stable. The children received total health care 
from the center staff. Ample indoor space was available for the 
children; there was extensive use of the outside play facilities. 

. 

There was not an excessive amount of respiratory illness in 
the children -in day care when compared with the reported illness # 
of children receiving care at home. The study suggests that group 
day care is medically safe for infants and that exclusion of 
sick children is unnecessary in a day care program with adequate 
space and staffing. 

Despite the special circumstances existing in this center, the 
data has relevance to day care standards. The evidence suggests 
that the value of temporary exclusion of sick children from day 
care for epidemiolgic control of respiratory disease is overrated. 
Viruses are often excreted prior to the onset of clinical symptoms 
which provide the criteria for exclusion from a group setting. 

* The Prank Porter Graham Child Development Center has continued 
to accept and study sick children, with the exception of those with 
chickenpox. Studies produced during the past decade concur with 
the earlier study regarding accepting children with illness into 
the center* Kline reported on a study conducted at the Frank" 
Porter Graham Center during an outbreak of influenza virus in 
1974** 7 , Cultures were obtained from both sick and well children 
every other week* Additional specimens were collected when children 
were ill. Blood samples were routinely collected at 6-monfch inter- 
vals and checked for antibody content. Fifty percent of the chil- 
dren who were infected by the influenza B virus had o symptoms 
of illness at the time of culturing. Children who are apparently 
well but infected may play a significant role in spreading disease. 
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The common infection^ of childhood in descending* qrder of 
frequency with which they require a visit to a physician are: 
(1) i.pper respiratory infections (URI), (2) gastrointestinal 
(GI), and (3) skin conditions. 8 Of the upper respfr^fcfy * 
infections, middle ear disease is the most common cause of visits 
to a physician. Most middle ear problems can be controlled with 
medication. (Centers need to be receptive to giving medica- 
tions.) The peak season for respiratory illness i's NovemDer to 
February. Dr Ann Peters reports that the Frank Porter Graham - 
Center was able to reduce most of the gastrointestinal. illness 
by using good sanitation practices. 25 % } 

According to Willa Pettygrove, there, seems to be general 
agreement that "mild" upper respiratory illness can be safely 
handled with appropriate precautions in a group setting , but 
there is disagreement concerning fevers, vomiting, and diarrhea, 21 
In addition, information on highly communicable illness such as 
impetigo, chicken pox, and skin parasites (scabies, lice, etc) 
is scanty. 
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* • • Chapter 8 

y 

PREVENTATIVE MEASURES FOR MILITARY 
CHI LD CARE CENTERS 

i — O 

Thete are some precautions which can be taken to help decrease^ 
the potential danger of caring for mildly ill children in group 
settings. Dr Ann D. Peters lists the necessary elements for a 
sound preventive health program in a child care center: (1) 
personal hygiene of caregivers, (2) environmental control, i.e., x 
proper sewage disposal, proper sanitation in handling diapers 
and contaminated articles, propel: cleansing of eating utensils, 
etc, and (3) health education and training for staff, parents, 
and children. 27 jf good hygiene, sanitation, and health care 
measures are practiced, children in day care will not needlessly 
be exposed to increased infection. The risk of contagion in 
military child care centers* can be reduced if adequate preventative 
measures are followed. These include: A 

a. Stable Environment , Children in t,roup day care should exist 
in a stable environment. The staff should be as constant as 
possible and the children in the program with whom any individual 
child interacts should not change frequently. Children who are 
part of a cohesive, consistent group build up an immunity to viruses 
which are comjnon to the group. They may then carry^ these viruses 
^in the nose and throat secretions without harm to themselves. 
However, these viruses may cause respiratory illness in others who 
are n6t immune to them. 

The continual introduction of new children (and staff) with new 
agents and without immunity to the agents already present into a 
group of children increases the amount of disease. The military 
population is very mobile. A child may travel from Florida to 
Alaska, moving from one child care population to another, bringing 
along viruses to which the ney group has not yet built immunity. 
The problem this situation creates is further increased when hourly 
children are mixed with fulltime enrollees in a child care center. 
Keeping hourly children -separate from full-time enrollees can 
contribute to the reduction in the amount of infectious diseases * 
within a military program. 

The significant" turnover of staff in day care centers has been 
documented. This turnover is usually traceable to stresses 
associated with working long hours with many children for low pay. 
Increasing the pay* improving the working conditions, and providing 
.staff training can do much to increase retention of staff. 
Building positive attitudes among the staff as to the importance 
of their job is essential. Allowing staff to participate in some 
decision making policies at the center also increases their 
motivation to the job. Stability of staff is important not only 
becauses it reduces the introduction of new viruses' into the center 
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but because staff who are familiar with the children being cared for 
can identify ill children more quickly and can more adequately 
comfort and care for children who; are experiencing discomfort. 

b. Center Size , As center size increases, children will be 

' exposed to more infectious agents from outside their own environment. 
When the groups within the center become too large, tche difficulty 
of maintaining health routines will increase illness. The larger the 
center and the primary care groups, the more viruses there are to 
share. A recommended maximum size for day care centers is 75 chil- 
dren. Air Force child care centers operate with an average of 150 
children per center and some serve over 300 children in one facility. 
In these large centers exposure to disease is increased. This is 
expecially true when children are cared for in large groups or smaller 
groups of children are intermingled during the day. 

c. Sanitation . 

-;(1) Handwashing is a first-line preventive measure in the 
control of disease. A number of studies have shown that unwa' 
hands are the primary carriers of infectious agents from the environ- 
ment to people and from person to person. The washing time and 
frequency of washing rather than the type of soap are critical factors 
in determining how much reduction of infectious agents is accomplished 
by handwashing. 30 Handwashing facilities must be near where hand 
contamination is likely to occur (diapering acea, toilet, ate). 
Child care centers are often located in buildings built for other 
purposes* without handwashing concerns in mind. Alternative measures 
which CQuld be used include disposable dry wipe products or surgical 
foam for handwashing areas. Providing hand lotion at the handwashing 
area may encourage more frequent washing by staff. 

(2) Proper disposal of heavily contaminated materials 
such as nasal and toilet tissues, diapers, soiled clothing and 
bedding, and vomitus is important to prevent large deses of 
bacteria and viruses from being delivered to susceptible persons. 
Clean-up areas need to be separate from food service locations to 
minimize the risk that food, hands, and utensils will be contaminated 
by invisible high doses of 'infect ious agents. 

d. Space and Ventilation . 

(1) Small rooms filled with large numbers of children result 
in overcrowding and increase chances of contagion. Some centers 
may maintain small groups, but then combine all of the groups at 
certain periods of the day, such as before lunch. This means that 
90 children may be sitting in a room designed for 30. A sneeze can 
transmit nasal and throat secretions 3 feet. Also, it is important 
that no more than one child sleep in the same crib or cot in order 
to prevent heavy exposure to one another. Cots or mats should be 
spaced so that each child has 200 cubic feet of air' space during 
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rest periods. This provides enough space to prevent, the air passage 
of infectious agents in large droplets from one child to another. 
With this much space, the large droplets settle oq the floor without 
reaching the next cot, 

(2) The least expensive child care space is the outdoors 
4nd maximum use should be made of the outdoor play area. This 3 is 
especially true in cold weather when crowded and overheated indoor 
spaces provide excellent environments for the spread of disease, 

e. Humidity Control . Adequate humidi f ication, temperature 
control r and ventilation of the environment increases a person's 
mucous membrane resistance and recuperative abilities. Humidity 
and room temperature are related. As cool, low humidity winter 
outdoor air is artifically heated, the amount of moisture the air 
can hold is increased. This heated air will extract moisture from 
any -water source available including skin and mucous membranes. 
The skin and mucous membranes are then dried by exposure to the 
heated low humidity air. The reverse problem occurs in summer 
when hot, humid air interferes with the normal cooling evaporation 
of water from the skin. When skin moisture cannot easily evaporate, 
a child 1 s body tends to overheat. 

t. Proper Feeding Techniques , Bottle propping and bottle feeding 
in the crib feeding can encourage middle ear disease in infants and 
toddlers. Breast-fed infants are usually held in an inclined 
position in which the child's ear and eustachian tube opening are 
slightly elevated above the mouth and throat. With incorrect 
bottle feeding, and almost inevitably with bottle propping, the 
child is placed on his back which favors the entry of liquid food 
and/or the secretions from the naso pharynx through the eustachian 
tube into the middle ear,* The naso pharynx secretions normally 
contain some bacteria and viruses which increase the potential for 
middle ear problems. Therefore, bottle propping and self-bottle 
feedfng should not be permitted. A caregiver should bottle feed a 
child while holding him/her in the "normal" breast-feeding position. 

g. Health Education Training . 

(1) Centers providing care for sick children should 
develop working definitions of illness. Descriptions of programs 
often refer to illness as "mild," "moderate, " or "severe" but do 
no^define these terms. Programs providing care for sick children 
must develop written guidelines on care of sick children with the 
help of qualified radical personnel. 

(2> According to Peters, a well-trained staff is the major 
element in preventing spread of disease in a center. "If you train 
your staff to recognize symptoms you are putting the children in a 
safer environment, "25 staff must have adequate training and pro- 
fessional backup to safely care for sick children. * The type and , 
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depth of staff ttaining will depend, in part, upon the kind of 
sick child care a center is providing (individual in-home, group 
care in center, group care in family day care home, or isolation 
room in center). Qualified medical professionals should participate 
in the staff training. Recommended areas to be covered are (1) 
common childhood illness, (2) appropriate care and comfort measures, 
(3) administration of medications, (4) cardipulmonary resuscitation 
(CPR), (5) first aid, and (6) quiet activities for children. The 
staff receiving this training will be determined by the type of 
program being offered. However, all staff should receive training in 
how to observe and screen children for symptoms of illness. ^ 

(3) A vital part of health education training is to - 
develop a close working relationship with the parents so th^y 
understand centsr policies. Parents who are informed as to why f 
children with certain conditions can or cannot be accepted at the 
center will be less likely to attempt to sneak a sick child' past 
the front desk. A brochure which describes the medical policies 
of the center is a "healthy" public relations tool to use with 
parents. ' 

(4) * The health education cards (Appendix) have been 
developed to assist staff and parents in recognizing and controlling 
communicable diseases that often occur in child care centers. These 
cards provide basic information and a photograph o£- a communicable 
disease. The cards can be mounted on a bulletin board for easy 
reference by staff and parents. 

(5) One example of a multimedia presentation which can be 
effectively used for staff training is "Medical Problems," Module 
IV in "Child Health and Safety Series," available from the Texas 
Department of Human Resources, John H. Reagan Building, Austin TX 
78701. The slide presentation included with the material provides 
easy-to-understand facts about childhood medical problems.™ 

A sick child program should first of all be prevention-oriented. 
If preventive measures are followed, the chances for infection 
are markably reduced. Second , a sick child program central focus 
should be substituting tender loving care for the child, not provi- 
ding quarantine. The purpose of a sick child program is to provide 
appropriate care for a child who is mildly ill, not to isolate : 
him/her from other children. Children are infectious before they 
are symptomatic; therefore, one can't effectively isolate children 
from the group in order to protect the group from disease. The 
evidence doesn't support isolation, as an effective preventive 
measure* 
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A group care setting can be a suitable alternative for care of sick 
children. However r there are some appropriate exceptions to grouping . 
children. For instance r children with hepatitis and chicken pox 
should stay at home during the acute stages of their illness. 
Likewise children with high fevers f discomfort, in need of total 
bed rest r acutely ill r etc r should not be admitted to a group care 
setting. In-home individual care rather than group care is needed for 
these children. 
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ALTERNATIVES FOR CARE OF MILDLY IjLL 
C HILDREN IN MILITARY CENTERS 

t ■ ■ ■ ■ ■ — 3 - 

There are several viable alternatives for care of mildly ill 
children that^ could be used by a military installation. These are: 

a. Family Day Care Homes * Several homes could be licensed 
by the base to provide care for children who can not be admitted 
into the child care center due to mild illness. According to the 
1981 Air Force Child Care Center Survey, the estimated number of 
children per base .needing such , -care ^each day would be vander five. 
The day care home providers should receive training in caring for 
sick children and in providing quiet activities for them. Ideally, 
a base pediatrician or a pediatric nurse practitioner would be 
involved in planning the program ahd would be available to answer 
emergency questions which might arise. Guidelines for admittance 
to the 'family day carte home could be established by a committee 
made up of child care center staff, medical personnel, and parents. 
The emphasis of the program should be on providing care for the 
mildly -ill child, with parents understanding that a child who was 
seriously ill or who needs the care of a parent should stay home 
with the parent. 

b f Individual In-Home Care . Health care workers could be 
"on call" to go to a child's home to provide care during an illness. 
The source for these workers could be the intermittent on-call (IOC) 
staff at the child care center. These staff persons would be 
fer*ined in x^ring for„sick children. Besides being "on call" to 
work in the child care center, they would also be on call to provide 
sick child 'care. This concept could also be used with volunteers 
from established agencies providing the sick child care. The Red 
Cross- Volunteer Program could include a component for sick child 
car*. Parents could be charged an additional fee for this in-home 
service. fr ' * 

c. Isolation Room in Center . Care for mildly ill children 
could be provided in centers that have an isolation room large 
enough house several children. Isolation rooms largo enough to 
hold only one crib would not be suitable for children to be in for 
long periods o£ time. A caregiver trained in care of sick children 
could staff the room. Quiet activities should be provided for the 
mildly ill children. Yocum indicates that, this alternative for 
sick child care is the least expensive to operate. 32 

d. Dependent Care Leave . Another alternative is to expand 
the current Air Force leave policy to include leave to care for 
sick children, spouses, and elderly parents (the member's immediate 
family). Establishing a dependent care leave policy would legiti- 
mise the actions of members who ^re already staying* at home to . 
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care for sick children but are using other reasons to explain work 

absenses. According to Ms Yocum, many industries are considering 

instituting dependent care leave as an alternative to providing 
sick child care. 32 

In summary, the number one concern of military child gare 
centers should be the well-being and care of each child. This can 
best be accomplished by: 

a. A well-advertised admission and readmission policy which 
also serves as a screening device. 

b. Open communication between staff, parents, and medical 
personnel. 

c. Training staff in common medical problems of children, 
how to look for symptoms, preventing spread of infection, and 
caring. for mildly ill children, 

d. Providing alternatives for care of mildly ill children. 



24 



25 



REFERENCES ^ 

' / 1. AFFAM Air Force Conference on Families , Department of 

Air Force, Office of Chief of Staff , "Washington DC 20330, 
1980 f p. 4. 

2. Anderson, Jackie, RN, Director, Tucson Association ^r 

Child Care, Inc, personal communication, April 1981. 

3. Arndt, Kenneth; A. ,' MD, Manual of Derma tologi c Therapeutics , 

Little, Brown and Company, Bostdn 02112, 1974. 

4. Beauregard, W.G., MD, "Positional Otitis Media," Journal 

Pediatrics , ^Vol 79, August 1971, pp. 294-296. * , 

5. Benenson, Abram S. , MD, Control of Communicable Diseases 

in Man , (I2bh Ed), 'American Public Health Association, 
Washington DC, 1975. 

6. Chang, Albert, MD, George, Kelso, MD, Martha, Harris RN, 

and Alice Jordan, BA, "Care of Mildly 111 Children Enrolled 
in Day-Care Centers, " The Western Journal of Medicine , Vol 
134, February 1981, pp. 181-185. . - " 

7. Clarke, LynnCollins and Marcia Von Fossen, Teacher, I Don't 

Feel Well , University of Michigan School of Education, 
Ann Arbor 48106, 1980, pp. 1-30 

8. Collier, Albert, MD, Frank Porter Graham Child Development 

Center, University of North Carolina, Chapel Hill NC 27514, 
personal communication, June" 1981* 

9. Comparative Licensing Study, Profiles of State Day Care 

Licensing Requirements , The Day Care Division, Administration 
for Children, Youth, and Families," Office of Human Development 
Services, United States Department of Health, Edjifation, and 
Welfare, by Lawrence Johnson & Associates, Inc(, 4545 2d St 
NVf, Washington DC 20016, 1978. 

lp. Gibson, Frankie, Director, Wichita Child Day Care ASsddiatiort, 
personal communication, April 1981 . 

11. Goldman, Nancy, "Trends in Family Patterns of U.S. Military 

PerSQnnel During the Twentieth Century," la N. Goldman and 
D. Segal (Eds), The Social Psychology of Military Service ,. 
Sage Publications, Beverly Hills CA~ 90213, 1976, p. 131. 

12. Hansen, Yvonne, 'Director, Bexar County Women's Center, 

San Antonio TX 7A284, persor^l communication* May 1981. 

13. Harolde, Tara, staff member, San Anselmo Children's Center, • * 

Fairfax CA, personel communication, May 1981. * * 

ERIC 26 



Lie 



14. Hofferth, S, "The Implications for Child Care in 1990," in 

Women in the Labor Force in 199 0 , R. Smith (Ed), 

The Urban Institute, Washington DC 20330, 1979, p. 97. 

15. Hymes, James L. Jr, Early Childhood Education Living History 

Interviews, Book' 2: Care of the Children of Working 
Mothers, Carmel CA, Hacienda Press, 1978, pp. 26-56. 



16. Jordan, Alice, "Sick Child Care: Two Models," Employer 
Supported Child Care , Conference Proceedings, 
Far West Laboratory, San Francisco CA 94101, May 1980, 
pp. 135-137. 

17* Klein, Joel, MD, Collier, Albert, MD, and W. Paul Glezen, 

MD, "An influenza B Epidemic Among Children in Day-Care," 
Pediatrics , Vol 58 September 1976, pp. 340-345. 

18. Kosanovic, Bruce, "Care of the Sick Child: An Overview," 

Employer Supported Chi ldcare , Conference Proceedings. 
San Francisco 94101: Far West Laboratory, May 1980, 
pp. 127-132. 

19. Lewis, Regina, Director, Mile High Child Care Association, 

Denver CO Su201, personal communication, May 1981. 

20. Lodd, Frank A., MD, Glezen, W. Paul, MD, and Wallace A, 

Clyde, 'MD, "Respiratory Disease in Group Day Care," 
Pediatrics , Vol 49, March 1972, pp. J28-437. 
. \ 

a 21. v News , US Department of Labor, Bureau of Labor Statistics, 

Washington DC 20212, December 1980. 

22. O'Sullivan, Barbara, Acting Director, Child Care Services, 

Inc, Minneapolis MN 55440, personal communication, May 1981, 

* 23. Parker, Bernadine, Director, Berkeley Sick Child Care Program, 

Berkely CA 94701, personal communication, May 1981. 

» 

24. Peters, Ann D. , MD, H The Delivery of Health and Social 

Services to Child and Family in a Daytime Program," In 
D.N. McFadden (Ed), Early Childhood Development Program s 
and Services: P lanning for Action , Washington DC NAEYC, 
1972, pp, 63-7* 

25. Peters, Ann D. , MD, LaJolla CA 92037, personal communication, 

May 1981. 

f 

c 

26. Pettygrove, Willa B., Research Consultant, Governor's Advisory 

Committee in Child Development, 1600 9th St Room B, 
• Sacramento CA 958X4, June 1981. 



40 



27 



? 



27. Pizzo, Peggy and Susan Aronson, MD, "Concept Paper on Health 

and Safety Issue in Day Care." An unpublished document 
prepared for Health, Education, and Welfare as a portion 
of the study of the appropriateness of the Federal 
Interagency Day Care Requirements. September 1976, 
pp. 59-83. 

28. Shwartz, Deborah, iledia Coordinator, Berkeley Children's 

Service, 1017 University Ave., Berkeley CA 94710, 
June 1981. 

29. Southwest Educational Development Laboratory, Child Health 

and Safety Series, Medical Problems: Module IV , 

Texas Department of Human Resources, Austin TX 78767, 1977. 

30. Sprunt, Katherine, "Antibacterial Effectiveness of Routine 

Hand-Washing," Pediatrics , Vol 52, Auqust 1973, pp. 
264-270. 

31. Stubblef ield, Eileen, "Single Parent Problems/Problems of 

Service Women," A paper presented at Department of 
Army Division Combat Psychiatry Conference, 9 May 1979. 

32. Yocum, Jan Calderon, Executive Director, Day Care and Child 

Development Council of America, Inc, 804 15th Street, 
N.W. Suite 520, Washington DC. 20005, personal 
communication, April 1981. 



.41 28 

ERIC 



PROGRAM CONTROL FOR INFORMA TION 
— ON CARE OF MILDLY ILL CHILDREN 

Berkeley Sick Child Program 
Bernadine Parker, Director 
1108 P San Pablo Ave. 
Albany CA 94706 

Child Care Services, Inc (CCSI) 
111 East Franklin Avenue 
Minneapolis MN 55404 

Frank Porter Graham Child Development Center 
Dr. James Gallagher, Director 
University of North Carolina 
Chapel Hill NC 27514 

San Anselmo Children's Center 
Ethel Siederman, Director 
101 Glen Drive 
Fairfax ^A 94930 

« 

Tucson Association for Child Care, Inc. 
Jackie Anderson, Director i 
2555 East First, Suite 103 
Tucson AZ 85716 



OTHER CONTRIBUTORS 

William Brant, MD, Wilford Hall Medical Center, USAF, 

Lackland AFB TX 78236 
David Gremillion, MD, Wilford Hall Medical Center, USAF, 

Lackland AFB TX 78236 
Susan Kohlaji (CCSI), Minneapolis MN 55404 
Ronald Lilly, Far West Laboratory, San Francisco CA 94101 
Betty Parton, Center for Disease Control, ^ Atlanta GA 30301 
Texas Department of Human Resources, Austin, TX 78767 
BANANAS, 6501 Telegraph Ave, Oakland, CA 94609— 

booklet "Sick Child Care Book for Parents and Child Care 

providers" 

Wichita Child Day Care Association, 155 S. Hydraulic, Wichita 

KS 67211, — booklet "Signs and Symptoms of Common 

Childhood Illness." 



ERIC 



42 

29 



OTHER SOURCES CONTACTED 

Abbott Laboratories, North Chicago IL 
Carla Atkins, Texas Institute for Families, Houston TX 
Baptist Memorial Hospital Child Care Center, San Antonio TX 
Janet Baurmaster, ERIC, Champaign IL 

Janet Dudrow, Northwestern National Bank, Minnc^oolis MN 
Alice Duncan, Inttrmedics, Inc, Freeport TX 
Dana Friedman, Cambridge MA 
Eleanor Clement Glass, San Jose CA 

Edith Grotberg, Administration Children, Youth and Families (ACYF) 
Washington DC 

Nancy Hard, Texas Department of Human Resources, San Antonid TX 
George Lamb, MD, Harvard School of Medicine, Cambridge MA 
Joan Lublin, Wall Street Journal, Washington DC 
Karen Marsh, Family Day Care Network, San Francisco CA 
Michelle MCCOrmick, Empire State Day Care Services, Inc, Albany 
NY 

Roger Neugebauer, Child Care Information Exchange , Belmont MA 
Mabel Pitts, Texas Department of Human Resources, Austin TX 
Ross Laboratories, Columbus OH 

US Department of Labor, Women's Bureau, Washington DC 
Striderite, Boston MA 
.George Vander Ploeg, Chief of Dermatology, University of Texas 

Health Science Center, San Antonio TX 
Judith Willis, Minneapolis Star , Minneapolis MN 
William Wolfe, MD, USAF, Brooks AFB TX 
Patty Yen, Wang Laboratories, Denver CO 
Zaies Child Care Center, Dallas TX 



41 



30 



